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ABSTRACT

Background: The sequelae of sexual trauma, including symptoms or diagnosis of posttrau-
matic stress disorder (PTSD), may impact women’s anxiety and avoidance of preventive
healthcare measures such as breast, pelvic, and rectal examinations. As sexual trauma is un-
fortunately a common occurrence among female patients, particularly veterans, understand-
ing how it influences examination-related distress may improve provision of care to this pop-
ulation. We explored the impact of clinician gender and examination type (breast, pelvic,
rectal, and dental) on anticipated examination-related anxiety among women veterans with a
history of sexual trauma.

Methods: We present a cross-sectional pilot study that examines anticipated examination-re-
lated distress among 31 female veterans with a history of sexual trauma. Sexual trauma history
was verified by chart review. Self-report instruments assessed patient demographics and pa-
tients’ anticipated anxiety during breast, pelvic, rectal, and dental examinations (stratified by
gender of clinician). The PTSD Checklist–Civilian Version (PCL-C) assessed symptom severity.

Results: The women reported significantly more anticipated anxiety during breast, pelvic,
and rectal examinations, (p ! 0.05) when clinician gender was male. Severity of PTSD symp-
toms was generally unrelated to anticipated examination-related anxiety.

Conclusion: Anticipated anxiety was found to be a function of both examination type and
clinician gender but not of PTSD symptom severity. These findings emphasize the impor-
tance of screening for sexual trauma and the careful consideration of female veterans’ unique
needs during sensitive medical procedures.
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INTRODUCTION

AMONG U.S. WOMEN, leading healthcare con-
cerns include the development of breast,

colon, and cervical cancer.1,2 Consistent (guide-

line concordant) surveillance is critical to the pre-
vention, early detection, and treatment of these
cancers.1–5 Toward this end, national guidelines
recommend annual screening for breast cancer
(including breast examinations and mammogra-



phy) for women over age 406,7 and annual col-
orectal screening (which includes a rectal exami-
nation for collection of the fecal occult specimen)
for both men and women over age 50.1 Finally,
national guidelines suggest that women between
the ages of 18 and 64 years of age receive Pa-
panicolaou (Pap) smears every 3 years; annual
surveillance is recommended for women with ad-
ditional risk factors.5,8,9 Despite the health bene-
fits of consistent surveillance, screening rates are
variable.5

It is important to understand the sources of this
variability so as to identify subgroups for whom
interventions may improve rates of receipt of
guideline concordant cancer surveillance. Psy-
chosocial factors, including patients’ history of
exposure to interpersonal trauma, (particularly
sexual trauma), may contribute significantly to
variability in screening rates. Specifically, we
posit that the cancer screening examinations we
describe (breast, colon, and cervical) involve sen-
sitive manual examinations that may trigger
painful memories of prior assault. Thus, women
with a history of sexual trauma may experience
significant anxiety and distress in anticipation of
or during these examinations. Such distress may
promote an increased tendency to avoid the ex-
aminations or may prompt providers to delay
needed screening. Moreover, additional factors,
including examination type and intensity and
clinician gender, may compound patient reac-
tions to these screening examinations.

No extant literature has yet examined the im-
pact of sexual trauma on (1) patients’ anxiety or
distress related to breast, pelvic, or rectal exami-
nations, (2) the relationship between examina-
tion-related distress and the likelihood of avoid-
ance of these examinations, and (3) provider
behavior (i.e., tendency to delay screening) in the
context of ongoing cancer surveillance efforts. As
an initial step toward addressing this complex re-
search arena, we conducted a descriptive, ex-
ploratory pilot study. Specifically, we sought to
characterize the intensity of anticipated exami-
nation-related distress for a variety of physical ex-
aminations that comprise core components of
cancer surveillance (for breast, colon, and cervi-
cal cancer) in a group of female veterans with a
history of sexual trauma. Anticipated distress for
each examination type was stratified by clinician
gender, and additional analyses allowed us to de-
termine if severity of trauma symptoms impacted
the relationship among examination type, clini-
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cian gender, and level of anticipated examina-
tion-related distress.

Background

Recent work provides preliminary evidence for
a link between exposure to trauma (including
sexual trauma) and increased risk for the devel-
opment of certain cancers (e.g., breast cancer) in
women.10,11 Emerging evidence also suggests ad-
ditional linkages between the negative effects of
stress, trauma exposure, and traumatic stress dis-
orders on mediating biological systems, includ-
ing the hypothalamic-pituitary-adrenal (HPA)
axis and elements of immune function on the de-
velopment, course, and prognosis of breast can-
cer in U.S. women.11 In the case of exposure to
sexual trauma, the linkage to increased risk for
some forms of cancer (i.e., cervical cancer) is far
more direct and clear. Victims of sexual violence
are often exposed to unprotected sex during the
course of an attack, (and often suffer multiple at-
tacks), which increases risk of exposure to human
papillomavirus (HPV). Cervical cancer is strongly
linked to infection with HPV, and consistent gy-
necological surveillance is critical to the preven-
tion, early detection, and treatment of cervical
cancer.1,2

Despite the increased risk for cancer, there may
be reason to believe that women with a history
of sexual trauma are actually less likely to receive
routine cancer surveillance for breast, colon, and
cervical cancer. Farely et al.12 found that women
with a history of childhood sexual trauma are less
likely than their peers with no such history to re-
ceive guideline-concordant cervical cancer sur-
veillance. Although more research is needed, we
anticipate that sensitive medical examinations,
such as the manual examinations associated with
screening for these cancers, may trigger painful
memories of a prior assault. Such examination-
related anxiety and distress may be even more
intense among women with more acute or se-
vere symptoms of posttraumatic stress disorder
(PTSD). This traumatic triggering may be associ-
ated with intense examination-related distress
and, in turn, with an increased tendency to avoid
these examinations. No extant studies have ex-
plored this hypothesis explicitly; however, a
small body of empirical literature lends some ini-
tial support to this idea.13

Additional factors, such as examination type
and gender of clinician, may further impact 



the severity of patients’ examination-related dis-
tress. For example, some research suggests that
women are more likely to receive breast and
pelvic examinations if seen by a female clini-
cian.14 To some extent, this may implicate gen-
der-based bias in physicians. It may also indicate
some women’s decreased willingness (i.e.,
avoidance) to undergo sensitive screening ex-
aminations that are performed by male clini-
cians. In addition, growing empirical evidence
suggests that many women prefer female clini-
cians for gynecological examinations.15,16 Still
other research suggests that many women ex-
press a strong preference for female clinicians
during colonoscopy procedures,17,18 with some
willingly delaying care in order to secure a fe-
male clinician. Although no literature has ex-
plored the impact of clinician gender or exami-
nation type on examination-related distress
among women with a history of sexual trauma,
we might extrapolate from the literature pre-
sented that both factors may significantly impact
their likelihood of receiving sensitive cancer
screening examinations.

Significance

Sexual violence is a burgeoning problem in
the United States. In the year 2000 alone, there
were 261,000 reported rapes, attempted rapes,
or other forms of sexual assault among female
citizens !12 years of age.19 Sexual violence is
a particular threat to certain cohorts. Women
between the ages of 18 and 24 seem to be at
heightened risk of assault, and female military
personnel also suffer disproportionately high
rates of sexual trauma.20,21 Exposure to sexual
trauma is linked with a variety of medical19,22,23

and mental health20,21 problems, which may in-
clude increased risk for some forms of cancer
(particularly cervical cancer). Thus, women
with such a trauma history may have an in-
creased need for consistent cancer screening.
Yet, for several reasons, they may be at risk for
less regular surveillance. To date, very little
empirical attention has been given to this issue.
Developing a more comprehensive under-
standing of the impact of sexual violence on
women’s increased risk for cancer and a
stronger sensitivity to their special needs dur-
ing the manual examinations associated with
cancer screening are essential to the provision
of excellent care to this population.

The present study

As a first step toward this goal, we conducted
a small pilot study that examines one factor that
may impact patients’ adherence to screening:
their psychological reactions (i.e., anticipated dis-
tress) to a variety of examinations that comprise
core components of cancer screening for breast,
cervical, and colorectal cancer. Specifically, the
aims of this descriptive pilot study were (1) to
characterize the range and severity of anticipated
distress for a variety of cancer screening exami-
nations in women veterans with a history of sex-
ual trauma and (2) to characterize the impact of
clinician gender on anticipated distress for each
examination type. Additional analyses will help
us consider whether the severity of PTSD symp-
toms modifies the relationship among clinician
gender, examination type, and severity of antici-
pated examination-related distress in our sample.

To achieve these objectives, we capitalized on
a convenience sample of women veterans. All
participants had a history of sexual trauma per-
petrated by a male assailant (5% also had a his-
tory of at least one additional victimization by a
female perpetrator). Participants were drawn
from a pool of women veterans who were par-
ticipating in ongoing women’s health and men-
tal health research within our hospital setting.
This work will lay the foundation for subsequent
studies that will include primary data collection
to better understand (1) the relationships among
core variables, such as sexual trauma, assault-re-
lated PTSD, and emotional distress, experienced
during sensitive screening examinations, (2) the
impact of clinician gender and examination type
on examination-related distress, and (3) the rela-
tionship between examination-related distress
and adherence to scheduled screening appoint-
ments. Our longer-term goal is to create and eval-
uate interventions that will improve clinicians’
ability to assess immediate and long-term health
and mental health care needs among individuals
with a history of sexual trauma.

MATERIALS AND METHODS

Participants

Participants were a convenience sample of fe-
male veterans with a history of sexual trauma.
Women recruited for the present study were
identified through their participation in other re-
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search projects focused on women’s health and
mental health concerns at our hospital. Fifty-five
women initially expressed interest in participa-
tion, 46 of whom qualified for the study. Thirty-
four women consented, and 31 arrived at the data
collection session and completed our measures.
Included participants met the following eligibil-
ity requirements: (1) unimpaired cognitive status,
(2) psychiatric stability (i.e., no history of suicidal
attempt or ideation in past 90 days, no history of
inpatient psychiatric hospitalization within past
90 days, absence of psychotic symptoms for past
90 days), (3) sobriety (no history of intoxication
or substance use/abuse during past 90 days), and
(4) a history of sexual trauma.

Participants ranged in age from 22 to 68 years
(mean " 45.88, SD " 9.48). Fifty-four percent of
participants self-identified as Caucasian, 23% as
Hispanic, 15% as African American, 4% as Native
American, and 4% as being of multiracial descent.
Thirty-nine percent of the women were never
married, 26% were married, 36% were divorced,
and none were widowed. A majority of the par-
ticipants (83%) had attended some college, 7%
had a high school education, and 10% had a col-
lege degree. All women had a history of sexual
trauma perpetrated by a male assailant. In addi-
tion, 5% of the women had reported a history of
at least one additional assault perpetrated by a
woman. Lifetime history of exposure to the man-
ual screening examinations (breast, pelvic, col-
orectal) was not calibrated, but all participants
had undergone a complete physical that included
pelvic, breast, and colorectal screening in the past
24 months as required for various ongoing hos-
pital programs.

The presence of PTSD was not formally as-
sessed in the present study, but all participants
had experienced at least one significant criterion
A stressor, a sexual trauma. Thus, we monitored
the severity of self-reported symptoms of PTSD
by administering the PTSD Checklist—Civilian
Version (PCL-C)24,25 to all participants. Reported
PTSD symptoms on the PCL-C ranged from 19 to
59 in this sample (mean " 43, SD " 11).

Study design and procedure

Stanford University Internal Review Board ap-
proval was obtained prior to the commencement
of the study. Participant anonymity was secured
through randomly generated subject codes used
on all questionnaires. Using a cross-sectional de-

sign, patients were administered a written ques-
tionnaire by a female member of the staff, which
assessed anticipated reactions (anxiety) to a vari-
ety of hypothetical medical examinations (i.e.,
breast, pelvic, rectal, dental). Anxiety reactions
were calibrated twice: (1) when the patient imag-
ined the examinations being performed by a fe-
male clinician and (2) when she imagined the ex-
aminations being performed by a male clinician.
Patients were asked to recollect instances in
which they had received breast, pelvic, rectal, and
dental examinations and to specifically recall
thoughts and emotions associated with the expe-
rience. Each patient was then asked to imagine
how she might feel about undergoing future ex-
aminations and to rate her anticipated anxiety
(using a modified Subjective Units of Distress
Scale, [SUD])26,27 for each examination type per-
formed first by a female clinician and then by a
male clinician.

Measures

Symptoms of PTSD. Symptoms of PTSD were
assessed with the PCL-C,24 which measures dis-
tress associated with individual PTSD symptoms
experienced in the past month. Lang et al.25 re-
port excellent internal consistency for this mea-
sure (Cronbach’s alpha 0.96); optimal cutoff
scores for identifying PTSD in women veterans
are 28–32.25

Anxiety for medical examinations. This was
assessed through participants’ ratings on an
adapted SUD Scale, which tapped anxiety related
to receipt of breast, pelvic, rectal, and dental ex-
aminations. Patients provided SUD ratings twice
for each examination type. First, they provided
SUD ratings for the examination when they imag-
ined it being performed by a female clinician; rat-
ings were given a second time when they imagined
it being performed by a male clinician. Participants
separately reported SUDs for each examination
type by gender of clinician on a 6-point Likert-type
scale on which responses could range from 0, not
at all anxious, to 5, extremely anxious.

Statistical analyses

This study was designed to explore relation-
ships among several variables, including PTSD
symptom severity and anticipated distress during
a variety of examination types. All analyses used
nonparametric techniques and were conducted
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with SPSS version 10 (SPSS, Chicago, IL). Analy-
ses included (1) calculation of median scores (with
response range denoted in quartiles) for all ques-
tions on the Perceptions of Anxiety Questionnaire,
(2) Spearman’s correlations to examine the associ-
ation between PTSD symptoms and distress, and
(3) Wilcoxon signed ranks tests to compare distress
levels of different types of examinations stratified
by gender. Alpha was set at 0.05.

RESULTS

Impact of clinician gender

Results are shown in Figure 1, with a box plot
displaying the median score and range of scores
for participants’ SUD ratings for each examina-

tion type by clinician gender. Severity of PTSD
symptoms was unrelated to anticipated anxiety
for all assessed examination types, except for rec-
tal examinations, regardless of clinician gender.
A correlation between PTSD symptoms and an-
ticipated distress during rectal examination ad-
ministered by a female clinician emerged (r "
0.48, p # 0.001); however, a relationship between
PTSD symptoms and rectal examination with a
male clinician evidenced a ceiling effect, pre-
cluding a clear interpretation of this finding.

DISCUSSION

Results of our study suggest that among our
sample of female veterans with histories of sex-
ual trauma, patients’ self-reported examination-
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Composite All Exams:  T " $4.39, p < .001
Breast Exam T " $3.20, p < .001;  Mean Rank Male Clinician " 11.00; Female Clinician " 0.00
Pelvic Exam T " $3.95, p < .001;  Mean Rank Male Clinician " 10.50; Female Clinician " 0.00
Rectal Exam T " $3.56, p < .001;  Mean Rank Male Clinician " 9.70; Female Clinician " 5.50
Dental Exam T " $1.58, p < .11, ns;  Mean Rank Male Clinician " 13.61; Female Clinician " 9.50
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Figure Title.  Box Pict:  Perceived Distress
Across Examination Type by Clinician Gender.
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Response Range

Upper and lower boundaries
of the boxes represent the 25th and 75th
percentiles respectively.

0 " not at all, 3 " moderately, 5 " extremely

FIG. 1. Perceived distress for examination types by clinician gender. Upper and lower boundaries of the boxes rep-
resent the 25th and 75th percentiles, respectively. The darkened horizontal lines denote the median score on each
item; dotted T-bars represent range of responses.



related anxiety was impacted by both gender of
the physician and examination type. Participants
reported that all examination types would be
more difficult when administered by a male pro-
vider but anticipated significantly more anxiety
about breast, pelvic, or rectal examinations ad-
ministered by a male clinician. The range of re-
sponses for dental examinations was much
greater when compared to other exam types and
was not impacted by clinician gender. We should
note, however, that the correlation coefficients re-
garding all examination types (except dental)
were compromised by a severe restriction of
range (i.e., a ceiling effect), which limits our abil-
ity to determine if specific examinations had a
more significant impact on patients’ distress than
others.

To our surprise, a relationship between sever-
ity of the patients’ PTSD symptoms and exami-
nation-related distress did not emerge. One hy-
pothesis is that the original experience of sexual
trauma, rather than the severity of their trauma
symptoms, contributes most directly to antici-
pated examination distress. Another hypothesis,
given our small sample size, is that we simply
lacked sufficient power to detect an effect. It is
difficult to fully interpret this finding without the
benefits of a comparison cohort of women with
no trauma history or without a larger and less ho-
mogeneous sample. Future research that directly
compares (1) women with no history of sexual
trauma, (2) those with a history of sexual trauma
who do not meet criteria for PTSD, and (3) those
with assault-related PTSD and examination-re-
lated distress will help clarify these relationships.

Taken together, our findings suggest that wo-
men with sexual trauma may experience less ex-
amination-related distress if the sensitive manual
examinations associated with screening for
breast, colon, and cervical cancer are conducted
by a female clinician. We acknowledge that more
rigorous study of this issue is required. However,
perhaps the most appropriate take-away message
of the present work concerns the importance of
clinicians’ sensitivity to patients’ history of sex-
ual trauma. If the sexual trauma history of a pa-
tient is unknown, a request for specific provider
gender should be investigated to determine the
patient’s underlying concern. Few patients may
initiate a discussion of sexual trauma,28 but in a
study conducted in a primary care setting, 85%
of sexually abused patients favored routine sex-
ual abuse inquiry.29 Screening for military sexual

trauma(s) has been mandated for all veterans,30

and we also recommend screening for history of
sexual trauma in the civilian population.

When a patient with a history of sexual trauma
requests a specific gender of provider, our rec-
ommendation would be to accommodate (when
reasonably possible) the request. This may in-
crease patients’ comfort with providers and may
be an important factor in lowering initial barriers
to medical care. Unfortunately, accommodation
is not always possible. We do know that anxiety
is amenable to treatment,31 and our clinical exper-
ience leads us to believe that anxiety about clini-
cian gender would also be amenable to inter-
vention. Addressing the specific needs of sexual
trauma survivors receiving preventive screening
for cancer can require extensive multidisciplin-
ary effort. Input may be needed from experts 
with diverse perspectives, including women’s
health/primary care (who coordinate and pro-
vide screening), gynecology and oncology (who
provide primary and secondary follow-up to wo-
men with abnormal screening results), psychol-
ogy and behavioral medicine (who address issues
related to behavioral avoidance of examinations,
pain experienced during examinations, and psy-
chological aspects of tolerating screening exami-
nations), and psychiatry (who manage sequelae
of complex psychiatric disorders, including coor-
dination of psychopharmacological treatment for
women whose PTSD symptomatology may in-
trude on their ability to tolerate examinations).

Limitations

The present study was designed as a descrip-
tive pilot effort to help the authors launch a for-
mal line of inquiry investigating relationships
among women’s history of sexual trauma, devel-
opment of PTSD, and reactions to sensitive med-
ical examinations (e.g., breast, cervical, and colon
cancer screening). As the study was small and ex-
ploratory, we wish to clearly acknowledge the
limitations of our methodology. An overarching
limitation is the narrow focus and scope of in-
quiry. Our questions exclusively targeted only
the relationships among examination type, pro-
vider gender, and women’s perceptions of their
own examination-related anxiety. Other factors
beyond clinician gender (e.g., level of training,
age or experience of provider) and examination
type (e.g., patient’s history of cancer, history of
abnormal test, e.g., Pap, results, or history of false
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positives regarding past cancer screenings) may
impact women’s psychological reactions to future
examinations. Because of the restricted scope of
our inquiry, we did not evaluate the impact of
these additional factors. We encourage the reader
to interpret the findings presented in light of the
possibility that many additional factors (beyond
sexual trauma, clinician gender, or examination
type) may impact women’s responses to medical
examinations.

Another limitation concerns the nature of our
sample. We capitalized on an existing pool of fe-
male veterans who were already participating in
women’s health and mental health research at our
hospital. Thus, the sample has several limitations.
First, all women who participated had a history
of sexual trauma (this was an inclusion criterion
for the other research endeavors in which they
were enrolled). Because we did not also include
a no-trauma comparison group, we are not able
to definitively conclude that the participants’ pat-
tern of responding (i.e., reports of anticipated ex-
amination-related distress, preference for female
clinicians) is related exclusively to one’s history
of trauma. It is possible that women, regardless
of their trauma history, experience significant
anxiety and distress in association with sensitive
manual examinations and generally prefer female
clinicians to administer said examinations.

In addition, because we used a small sample of
convenience, we must acknowledge the potential
of bias within our sample. For example, because
our participants were also involved in other
women’s health/women’s mental health re-
search, it is possible that their participation in this
and other research projects has heightened their
awareness of the significance of their history of
sexual trauma in shaping their reactions to med-
ical examinations. It is also possible that they be-
came savvy to our hypotheses and answered ac-
cording to what they thought was the right
answer. These factors may have influenced pa-
tient responses to our survey items. Further, the
female veterans who participated may not be rep-
resentative of those who chose not to participate.
Therefore, our study findings should be seen as
preliminary. We acknowledge that they have lim-
ited generalizability.

Finally, there are limitations with all studies
that employ a single methodology to gather in-
formation from participants. Our study, which re-
lied exclusively on self-report data, is no excep-
tion. We used a single, written questionnaire

(with instructions administered by a female clin-
ician), that tapped patients’ self-reported anxiety
in relationship to a variety of manual physical ex-
aminations. Anxiety ratings for each examination
type were stratified by clinician gender. As this
methodology relies on participants’ recollection
of their previous experiences with medical ex-
aminations, it is possible that recall could be af-
fected by the passage of time. Further, our data
reflect only information about patients’ antici-
pated anxiety; we did not calibrate patient’s ac-
tual reactions to real examinations (or to real
practitioners). Therefore, we have no information
about how their reports of anticipated examina-
tion-related anxiety impact actual examination-
related behavior (i.e., protesting, stalling, avoid-
ing).

Our limited scope of inquiry precluded a full
examination of all possible factors that may im-
pact patients’ examination-related distress. For
example, the impact of women’s prior history of
cancer screening examinations or their experience
with additional examination-related procedures
(i.e., mammograms for breast cancer surveillance,
colonoscopy procedure for colon cancer screen-
ing) was not measured. It is not possible to know
how past experiences might impact their ratings
on our instrument or if individual differences in
their knowledge or fear of these additional (often
more intense) procedures influenced ratings on
our instrument. Other factors may have had a
buffering effect on patients’ anxiety ratings. For
example, discussion of the inclusion or use of
support or advocacy components of the exami-
nations (i.e., use of a female chaperone) was not
included in the description of the examinations.
Again, we cannot know how these factors (i.e.,
former experience with use of a chaperone) var-
ied across our sample and may have influenced
their perceptions of their examination-related dis-
tress.

Finally, some of the psychometric properties
and design elements of our survey instrument
may have impacted our findings. First, the or-
der of judgments (i.e., anxiety rating by exami-
nation type) was not randomly counterbalanced
by gender of the clinicians. Thus, there may
have been an implicit message detected by the
subjects that gender differences were expected.
Also, there may have been other unforeseen ef-
fects operating due to the order chosen as well
as by the gender of the person administering the
survey.
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CONCLUSIONS

Despite these limitations, we believe that our
study makes a unique contribution to the litera-
ture. Indeed, shedding light on the experiences of
women with a history of sexual trauma in re-
ceiving cancer screening examinations provides
a first step toward the development of a more
comprehensive line of inquiry that will ultimately
help clinicians better serve the needs of this pop-
ulation. This study suggests that women with a
history of sexual trauma have strong perceptions
that undergoing sensitive screening examinations
(i.e., breast, pelvic, rectal examinations) may be
more anxiety provoking when administered by
male clinicians. We take these findings to under-
score the importance of clinicians’ screening for
sexual trauma. They also highlight the need for
medical providers to enhance their own familiar-
ity with the special needs of victims of sexual vi-
olence in order to provide maximally effective,
sensitive, and nonjudgmental care for this group
of patients. Future research that identifies addi-
tional factors that may influence patient adher-
ence to sensitive cancer screening examinations
is warranted and will ultimately improve the de-
livery of effective patient-centered care.
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